CANCER, speaking generally, is diagnosed more often than it exists. Of all diseases of the larynx there is not one more frequently diagnosed when it does not exist than cancer of the vocal cords. It is recorded' that I expressed that opinion in this Society more than ten years ago, and I still adhere to it. That impression was created in my mind more than thirty years ago when I was learning my future work from the pathological bench. A large number of laryngeal specimens passed through my hands to examine and report upon. Whilst in not a few cases cancer had been diagnosed clinically where it did not exist, I cannot call to mind a case in which cancer had been overlooked when it did exist. That impression has been confirmed by clinical observation. The error may be a good one. The error may be the outcome of a natural anxiety of the specialist not to overlook cancer in its earlier stages, or it may be due to the surgeon seeing what he is looking for. So let us now consider some common errors in the diagnosis, and the resulting fallacies in the statistics of cancer of the vocal cords.
Reference to cases will be restricted to those cited or published by the members themselves in the "Proceedings" of the former Laryngological Society of London and of the Laryngological Section of the Royal Society of Medicine. We all know that night watchmen sometimes die in the day. It is not necessary for me to assure you that any reference to errors in diagnosis in the practice of others is made with a full recognition of the limitations of human acumen and with a full knowledge that each one of us will have to contribute his quota to the common fund of errors before he can lay claim to experience. Now the first point about which I ask to be enlightened is the increasing number of cases within recent years of so-called intrinsic cancer of the larynx, or cancer of the vocal cords, in women. I am not alone in expressing surprise.
At a meeting of this Section in November, 1922,2 Dr. William Hill commented on " the extreme rarity of primary endo-laryngeal epithelioma in females "; he had never seen a case in his own practice, whereas in recent statistics the number has been from 10 to 15%. My experience coincides with that of Dr. Hill and with that of my teachers. In those days intrinsic cancer of the larynx, like cancer of the tongue, was not known in women. Is it one of the fruits of the campaign for equal rights, or may some of the cases possibly be accounted for by some error in diagnosis ?
TUBERCULOSIS. The practical way of arriving at a positive diagnosis of cancer of the vocal cords is by a process of elimination. Bearing in mind the dictum, " more common things more commonly occur," the disease first to be eliminated is tuberculosis. 1 Proc. Roy. Soc. Med., 1917, xi (Sect. Laryng.), 14, 2 Proc. Roy. Soc. Med., 1922, xv (Sect. Laryng.) The elimination of tuberculosis from the diagnosis is evidently not such a simple matter, even in the present day of improved clinical and laboratory methods. At the meeting of the British Medical Association at Exeter, in 1907, when opening a discussion in conjunction with Sir Felix Semon on " The Differential Diagnosis of Tuberculosis, Syphilis and Malignant Disease of the Larynx," I expressed the opinion that one trained to detect tuberculosis in the larynx would make few errors in the diagnosis of laryngeal diseases.' Sir Felix Semon said he had performed thyrotomy for what appeared to be an infiltrating malignant tumour below the anterior commissure of the vocal cords, but which on microscopic examination of the removed growth turned out to be a tuberculous tumour.2 At the Summer Meeting of this Section3 in 1924, Sir StClair Thomson, in illustration of some of the difficulties in diagnosis, reported a case in which he had performed laryngo-fissure for the removal of a malignant neoplasm which was found to be tuberculosis of the larynx. In the discussion which followed, Mr. Herbert Tilley and Dr. Patrick Watson-Williams reported similar cases in their own practices.
Sir StClair Thomson, in replying, agreed with myself that those cases occurred more often than they were recorded. Cancer was more frequently expected than was tuberculosis.
Dr. W. S. Syme' in 1922, in a discussion on intrinsic epithelioma of the larynx, stated that twice he had opened the larynx for what was regarded as malignant growth, but which proved to be tuberculous. The President, Sir William Milligan, said no one need feel ashamed if he made an error of diagnosis between malignant disease and tuberculous growth of the larynx.
It is seldom one has the opportunity of correcting a'diagnosis by a post-mortem exanmination before doing the laryngo-fissure operation. The following case is recalled as being in that respect unique in our records; as well as being instructive. It occurred more than thirty years ago; it was on November 10, 1897, that Mr. Herbert Tilley5 showed to the Laryngological Society of London a case of chronic lateral hypertrophic laryngitis of the right vocal cord simulating malignant disease. There was an enlarged gland in the right submaxillary triangle.
The almost unanimous opinion expressed was in agreement with Sir Felix Semon and Mr. Tilley that it was malignant disease. The man died not many days after the meeting. Mr. Tilley obtained a post-mortem examination, the larynx was microscoped by myself for the Morbid Growths Committee of the Society, the sections are referred to in the catalogue6 of the Society's Cabinet, and showed that the case was one of tuberculosis of the larynx.
Apart from the almost unanimous error in diagnosis, an important point was the presence of an enlarged gland in the submaxillary triangle.
In a paper in 1901,7 and again at the Summer Meeting of this Section in 1926,8 I described the conditions under which a gland may become enlarged in tuberculosis of the larynx. Here I need not say more than that the presence of an enlarged gland is not necessarily evidence of malignant disease of the larynx. On the contrary it may confuse the diagnosis, as in this case. The removal of the gland as a preliminary operation, if only for diagnosis, is important and advisable.
From the foregoing it would appear that tuberculosis preponderates in causing the errors in diagnosis of cancer of the vocal cords. The preponderance is more apparent than real. For this reason :-Tuberculosis under the microscope presents a very positive condition in a definite formation of tubercles, giant cells and tubercle bacilli, which afford the pathologist no opportunity of giving the patient or the surgeon the benefit of a doubt.
SYPHILIS. Syphilis is a disease that has to be eliminated. It presents similar difficulties to the most experienced.
At the meeting of the Section on November 4, 1921,1 Sir William Milligan instanced a case in which Sir Felix Semon and Sir Henry Butlin, after splitting the thyroid cartilage, agreed that the case was one of inoperable carcinoma. Someone suggested iodide of potassium treatment, and nine months later the patient presented himself to Sir Felix Semon cured.
Syphilis and cancer of the larynx are often associated and stand in causal relationship. So that a positive Wassermann test, instead of being a help, may be a hindrance in the diagnosis of cancer.
On the other hand, tuberculosis and cancer of the larynx are rarely associated and do not stand in causal relationship. If ever associated, then so seldom as to be negligible.
Syphilis and tuberculosis of the larynx do stand in causal relationship. Syphilis of the larynx when not associated with cancer or tuberculosis rapidly yields to treatment. A help in differential diagnosis.
INNOCENT AND MALIGNANT TUMOURS. I come now to the more difficult, and perhaps the more important part of my task, namely, the differential diagnosis of innocent from malignant tumours of the vocal cords.
We have to distinguish two types of growth. First, there is the type that is an excrescence or outgrowth from the vocal cord. It may be sessile, or pedunculated, or papillomatous. It has been referred to as the " cauliflower " variety. Those are the cases in which there is mobility of the vocal cord. It is doubtful whether they are malignant, and if malignant the malignancy is of such an innocent type as to yield a hundred per cent. of permanent cures after thyrotomy. In compiling statistics they should be kept in a group by themselves.
The other type of growth is an increscence or ingrowth or infiltration. There is little or no tumour, but the impaired mobility of the vocal cord is out of all proportion to the visible extent of the lesion. It is quite distinct from the first group. It is definite carcinoma, and yields an average of permanent cures after thyrotomy of less than 50%. For these reasons in statistics they also should be kept in a group by themselves. The two types are not only clinically distinct, but respond differently to treatment by radium. Whilst good results follow in the first or cauliflower type, bad results follow the use of radium in the second type.
Repeatedly I have remarked how frequently errors can be made in the microsconic diagnosis of disease of a vocal cord if the section is not cut at a right angle to the cord and deeply into the substance of the cord. If the section is cut obliquely or horizontally, and superficially, it is always possible to produce a section suggesting epithelioma from the most innocent case of chronic hypertrophic laryngitis. When a piece is removed from a vocal cord for the purpose of microscopic diagnosis, by the time it reaches the microscopist it is usually difficult to locate for section-cutting and is of little value. The one person who can prepare a section from such a piece usefully is the person who removes it, and removes it sufficiently deeply.
The errors in diagnosis arising out of the cauliflower type of growth are well illustrated in a case shown by Mr. Mark Hovell to the Laryngological Society of London in 1900.1 The patient was a man, aged 61, from whose left vocal cord a large epithelioma was removed by endo-laryngeal operation in 1886 and again in 1887 since which there had been no recurrence.
The man had been seen previously at the Westminster Hospital by Dr. de Havilland Hall, who took him to see Sir Felix Semon at St. Thomas's Hospital.
Sir Felix recommended the removal of the portion of the larynx to which the growth was attached. The patient declined the operation. He next sought advice at St. George's Hospital and saw Dr. Whipham. He declined to have tracheotomy performed and left the hospital. The growth having considerably increased and caused obstruction to the breathing, he sought relief at Golden Square Hospital and Mr. Mark Hovell removed it by an endo-laryngeal operation.
The growth was microscoped by Sir Frederic Eve, at that time Pathological Curator of the Museum of the Royal College of Surgeons. He reported as follows:-" Looking at the matter solely from a histological point of view, I have no hesitation in expressing my opinion that the growth was an epithelioma. This is based on the extensive and characteristic ingrowth of epithelium, the presence of cell-nests, and the general appearances of the neoplasm."
As the outcome of the discussion-fully reported in the "Proceedings "-it was decided to have the specimen re-examined, which I was asked to do for the Morbid Growths Committee of the Society.2 I failed to find anything suggestive of malignant disease in the sections I cut.
The specimen was also examined independently by Dr. William Bulloch who, after cutting series of sections right through the growth, failed to find any evidence of malignant disease.
The result was a little perturbing. Naturally, after a lapse of twelve years without a recurrence of the growth, the case was regarded as one of cancer of a vocal cord cured-and cured by an endo-laryngeal operation. It illustrates how a fallacy may arise. Such is the vanity of statistics.
There are one or two points I can touch upon only briefly. The grading of carcinoma. I fail to see how it will help. Hitherto we have recognized degrees of activity of growth.
The pathologist or pathologists associated with the diagnosis should always be stated by name.
Enough has been said to show the difficulties besetting the diagnosis of cancer of the vocal cords. The greater the difficulties in diagnosis, pro tanto, the greater the fallacies in statistics; but let us be charitable in our criticisms and bear in mind all is done for the best.
Lastly, let us remember there is an affliction even more deadly than cancer. When after the operation it is found that an error in diagnosis has been made, or even that there is a doubt in the diagnosis of cancer, let the patient be informed and thereby be spared that one insupportable misfortune of life-suspense. The first is from a patient, aged 29, who was referred to the Throat Department of Brompton Hospital in July, 1923, as a case of tuberculosis. It took the form of an outgrowth from the region of the right vocal cord. I removed a portion of this with forceps. It will be agreed that the slide (fig. 1) shows it to be epithelioma. The larynx was opened, but the disease was found to be too extensive for removal by thyrotomy. I therefore removed the whole larynx. The patient is at present well and free from recurrence. 1 Proc. Laryng. Soc. Lond., 1900-01, viii, 120, et seq.; ibid., 1901-02, ix, 1 and 2. The next case (fig. 2) was referred to the Department as one of tuberculosis, but the microscope proved the condition to be epithelioma, and this-yielded to X-ray treatment under the late Dr. Robert Knox.
In a further case (fig. J) which came to the Throat Department at Brompton Hospital, there was extensive ulceration of the left half of the larynx. This might well have been taken for epithelioma, but I considered it to be tuberculosis. The patient was so intolerant-that he would scarcely allow of an examination, far less the removal of a portion, and he went out of the hospital. He was, on outside advice, sent to the Cancer Hospital as a case of epithelioma, and I saw him there. I prescribed some bromide, and injected the superior laryngeal nerve with alcohol. I then was able to remove a piece of the growth under local an&esthesia. A section showed that the condition was tuberculosis.
In the next case the diagnosis was clinched by the finding of epitheliomatous material in a section of the wall of a gland (fig. 4 ). This was a swelling on one side of the neck, which looked and felt like a breaking-down tuberculous gland, but there was an ulcer low down on the posterior wall of the pharynx, probably a post-cricoid carcinoma.
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The nex was from a male patient, aged between 50 and 60, who thought his larynx had been scraped by a fish-bone. A portion was removed and the section confirmed the diagnosis of epithelioma ( fig. 5 ). Cancerous fragments were found in the sputum (fig. 6 ) Mr. Trotter performed a lateral pharyngotomy and the specimen has been preserved. I recently saw the patient, who was then well and hearty.
In view of the all-importance of early diagnosis, I plead for a biopsy in doubtful cases, more especially if operative procedures are being considered.
Mr. T. B. LAYTON said that Dr. Jobson Horne's opinion on any laryngeal case which he (the speaker) brought to the Section always had a great influence upon him as an exhibitor; but while younger men must be influenced by their seniors, they must not be prepared to accept every remark made without criticism, and he felt that one of Dr. Horne's statements would prove to be incorrect, namely, that in the larynx, syphilis and cancer were frequently found together. Excluding the tongue, it seemed to him (the speaker) that so far as malignant disease of the upper respiratory tract was concerned, syphilis and cancer were not found together.
He believed that the Wassermann test was fairly exact in this region, i.e., if the Wassermann reaction was positive, the lesion would prove in the end not to be malignant in the majority of cases, whereas if the Wassermann reaction was negative, when the diagnosis lay between cancer and syphilis, the lesion would prove to be malignant.
He had been much interested in Sir James Dundas-Grant's series of slides, as they afforded a strong argument against biopsies. He had himself become a convinced follower of Sir StClair Thomson, and felt that watching a case and acting on clinical grounds was the safest in the end. True, mistakes were made; Dr. Horne had told of some, but he had collected them from the literature of forty years, and the total number in that period was not a great proportion.
Reverting to Sir Jamies Dundas-Grant's slides, it seemed that there was only one case he had recounted in which there was any doubt clinically; that was the first one, and from the slide he (the speaker) was not convinced that the condition was malignant. It was, of course, impossible to give an opinion merely from a lantern slide, but the criterion of malignancy was the passage of cells inwards through the basal membrane, and he could see nothing of that in the picture. He agreed with Dr. Horne that in the description of such cases the name of the pathologist should be given, and asked Sir James for an opportunity of examining the section.'
Dr. ANDREW WYLIE said he differed from Dr. Jobson Horne regarding the degree of malignancy in many cases of laryngeal cancer. He had a firm belief that in many old men the degree of malignancy was not severe, that the disease did not increase, and that operations were often unnecessary. He had watched several such cases.
Most Members had had difficulty about diagnosing tuberculosis from malignant disease. The President would remember a case in which he (the speaker) had removed a piece of growth which was certified by a pathologist as malignant. He (Dr. Wylie) had performed laryngo-fissure and the lesion was found to be tuberculous; six months later the patient had died from tuberculosis. He (the speaker) considered that he had made a grave error in hurriedly performing this operation before every test, including repeated examination of the sputum, had been made. He mentioned this case to show that pathologists are sometimes unreliable. Mr. HERBERT TILLEY said that his own case which Dr. Jobson Horne had mentioned was very illustrative of the difficulty of diagnosis between a chronic tuberculous tumour of the larynx and a malignant growth. It was easy to make a mistake between certain rarer forms of tubercle and epithelioma of the larynx, and tbe difficulty would continue to be made until there were further means of detecting other quiescent tuberculous lesions in the lung or elsewhere. A tuberculomatous tumour might be present in the larynx without any definite physical signs in the chest or elsewhere. The only method at present which might assist in distinguishing it from an epithelioma would be the detection of tubercle bacilli in a microscopic section of a portion of the growth removed by the direct or indirect methods. With regard to the frequency of cancer in women, he believed he had seen more cases of malignant disease of the throat in women during the last ten years than in his practice throughout the previous twenty. He did not know whether this might be due to the changed modes of life in the female sex.
. No one had mentioned in this discussion the chronic septic ulcer in the inter-arytenoid space, with granulations round it, which was sometimes found in otherwise healthy people.
In two such cases which he had seen the condition had disappeared spontaneously. Chevalier Jackson had drawn attention to such lesions. They were very difficult cases to diagnose because of their resemblance to tubercle or to epithelioma.
